with childhood histories of trauma, abuse and neglect make up almost our entire criminal justice population 5 : physical abuse and neglect are associated with a very high rates of arrest for violent offenses. In one prospective study of victims of abuse and neglect, almost half were arrested for non-traffic related offenses by age 32 6 . Seventy-five percent of perpetrators of child sexual abuse report to have themselves been sexually understand the world. This allows them to rely both on their emotions and thoughts to react to any given situation. Their experience of feeling understood provides them with the confidence that they are capable of making good things happen, and that if they do not know how to deal with difficult situations they can find people who can help them find a solution. Secure children learn a complex vocabulary to describe their emotions (such as love, hate, pleasure, disgust and anger). This allows them to communicate how they feel and to formulate efficient response strategies. They spend more time describing physiological states such as hunger and thirst, as well as emotional states than maltreated children 12 .
Under most conditions parents are able to help their distressed children restore a sense of safety and control: the security of the attachment bond mitigates against traumainduced terror. When trauma occurs in the presence of a supportive, if helpless, caregiver, the child's response is likely to mimic that of the parent -the more disorganized the themselves as the center of the universe: everything that happens is directly related to their own sensations. Development consists of learning to master and "own" one's experiences and to learn to experience the present as part of one's personal experience over time 17 . Piaget called this "decentration": moving from being one's reflexes, movements and sensations to having them.
Predictability and continuity are critical in order to develop a good sense of causality and for learning to categorize experience. A child needs to develop categories in order to be able to place any particular experience in a larger context. Only when they can do this will they be able to evaluate what is currently going on and entertain a range of options with which they can affect the outcome of events. Imagining being able to play an active role leads to problem-focused coping 15 .
If children are exposed to unmanageable stress, and if the caregiver does not take over the function of modulating the child's arousal, as occurs when children exposed to family dysfunction or violence, the child will be unable to organize and categorize its experiences in a coherent fashion. Unlike adults, children do not have the option to report, move away or otherwise protect themselves-they depend on their caregivers for their very survival. When trauma emanates from within the family children experience a crisis of loyalty and organize their behavior to survive within their families. Being
prevented from articulating what they observe and experience, traumatized children will organize their behavior around keeping the secret, deal with their helplessness with compliance or defiance, and accommodate in any way they can to entrapment in abusive or neglectful situations 18 . When professionals are unaware of children's need to adjust to traumatizing environments and expect that children should behave in accordance with adult standards of self-determination and autonomous, rational choices, these maladaptive behaviors tend to inspire revulsion and rejection. Ignorance of this fact is likely to lead to labeling and stigmatizing children for behaviors that are meant to insure survival.
Being left to their own devices leaves chronically traumatized children with deficits in emotional self-regulation. This results in problems with self-definition as reflected by 1) a lack of a continuous sense of self, 2) poorly modulated affect and However, because there currently is no other diagnostic entity that describes the pervasive impact of trauma on child development these children are given a range of "comorbid" diagnoses, as if they occurred independently from the PTSD symptoms, none of which do justice to the spectrum of problems of traumatized children, and none of which provide guidelines on what is needed for effective prevention and intervention. By relegating the full spectrum of trauma-related problems to seemingly unrelated "comorbid" conditions, fundamental trauma-related disturbances may be lost to scientific investigation, and clinicians may run the risk of applying treatment approaches that are not helpful.
Towards a diagnosis of Developmental Trauma Disorder.
The question of how to best organize the very complex emotional, behavioral and neurobiological sequelae of childhood trauma has vexed clinicians for several decades.
Because the DSM IV has a diagnosis for adult onset trauma, PTSD, this label often is applied to traumatized children, as well. However, the majority of traumatized children do not meet diagnostic criteria for PTSD 29 (see Cook et al, this issue), and PTSD cannot capture the multiplicity of exposures over critical developmental periods. Moreover, the PTSD diagnosis does not capture the developmental impact of childhood trauma: the complex disruptions of affect regulation, the disturbed attachment patterns, the rapid behavioral regressions and shifts in emotional states, the loss of autonomous strivings, the aggressive behavior against self and others, the failure to achieve developmental competencies; the loss of bodily regulation in the areas of sleep, food and self-care; the altered schemas of the world; the anticipatory behavior and traumatic expectations; the multiple somatic problems, from gastrointestinal distress to headaches; the apparent lack of awareness of danger and resulting self endangering behaviors; the self-hatred and selfblame and the chronic feelings of ineffectiveness.
Interestingly, many forms of interpersonal trauma, in particular psychological maltreatment, neglect, separation from caregivers, traumatic loss, and inappropriate sexual behavior, do not necessarily meet the Diagnostic and Statistical Manual, Fourth
Edition (DSM-IV) "Criterion A" definition for a traumatic event, which requires, in part, an experience involving "actual or threatened death or serious injury, or a threat to the physical integrity of self or others" (p. 427). Children exposed to these common types of interpersonal adversity thus typically would not qualify for a PTSD diagnosis unless they also were exposed to experiences or events that qualify as "traumatic," even if they have symptoms that would otherwise warrant a PTSD diagnosis. This finding has several implications for the diagnosis and treatment of traumatized children and adolescents.
Non-Criterion A forms of childhood trauma exposure--such as psychological/emotional abuse and traumatic loss--have been demonstrated to be associated with PTSD symptoms and self-regulatory impairments in children 30 and into adulthood 31 . Thus, classification of traumatic events may need to be defined more broadly, and treatment may need to address directly the sequelae of these interpersonal adversities, given their prevalence and potentially severe negative effects on children's development and emotional health.
The Complex Trauma taskforce of the National Child Traumatic Stress Network has been concerned about the need for a more precise diagnosis for children with complex histories. In an attempt to more clearly delineate what these children suffer from and to serve as a guide for rational therapeutics this taskforce has started to conceptualize a new diagnosis provisionally called: Developmental Trauma Disorder 1 . This proposed diagnosis is organized around the issue of triggered dysregulation in response to traumatic reminders, stimulus generalization, and the anticipatory organization of behavior to prevent the recurrence of the trauma impact.
- Table 1 loss of trust in caretakers and loss of the belief that some somebody will look after them and making feel safe. They tend to lose the expectation that they will be protected and act accordingly. As a result, they organize their relationships around the expectation or prevention of abandonment or victimization. This is expressed as excessive clinging, compliance, oppositional defiance and distrustful behavior, and they may be preoccupied with retribution and revenge.
All of these problems are expressed in dysfunction in multiple areas of functioning: educational, familial, peer relationships, problems with the legal system, and problems in maintaining jobs.
Treatment Implications (see also Cook et al, this issue, and Blaustein et al, this issue).
In the treatment of traumatized children and adolescents there often is a painful dilemma of whether to keep them in the care of people or institutions who are sources of hurt and threat, or whether to play into abandonment and separation distress by taking the child away from familiar environments and people to whom they are intensely attached, but who are likely to cause further substantial damage 15 .
realize that they are repeating their early experiences and helping them find new ways of coping by developing new connections between their experiences, emotions and physical reactions. Unfortunately, all too often, medications take the place of helping children acquire the skills necessary to deal with and master their uncomfortable physical sensations. In order to "process" their traumatic experiences these children first need to develop a safe space where they can "look at" their traumas without repeating them and making them real once again 15 . • •B Be eh ha av vi io or ra al l ( (e e. .g g. . r re e--e en na ac ct tm me en nt t, , c cu ut tt ti in ng g) )
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